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Histological report (Dr. J. Fine): The portion projecting into the bladder was covered by normal transitional epithelium and there were some hbemorrhages in the stbnmucosa. The growth itself consisted of uinstripe(d mulscle tissue.
Resuine of the literatture relating to these tumours. A. S., aged 26. This patient was suffering from chronic tuberculosis of his bladder and prostate, his right kidney having been removed by me for tuberculosis seven years previously, at which time his left kidney was healthy. Following that operation his bladder symptoms improved considerably for about four years, after which a gradual relapse set in until he was urinating every hour by day and night, and five days before admission to the Queen Elizabeth Hospital he developed complete retention of urine, for which he had to be catheterized.
On rectal examination a soft, fluctuating tumour the size of a bantam's egg was felt occupying the position of the prostate. The wall of this swelling was so thin that it felt as if it might burst into the rectum at any moment, and I diagnosed it as a tuberculous abscess of the prostate. An attempt was made to aspirate this through the perineum, but to our surprise only purulent urine was drawn off, and it immediately filled up again.
Cystoscopy later showet the cause of this to be due to a free communication between the prostate and bladder by a large ulcer opening through the trigone, the bladder itself also being extensively ulcerated.
Intravenous pyelography showed advanced hydronephrosis and hydro-ureter of his left and only remaining kidney ( fig. 1) . The only way of conserving the remaining renal tissue and of putting the bladder at rest was clearly either to divert the urine on to the skin, or into the bowel, and in view of the successful results that have followed transplantation of the ureter into the bowel in my hands during the last fifteen years and the distressing alternative of an opening on the skin, I decided on the former method.
It must be admitted that in all the circumstances of the case the undertaking could only be described as a hazardous one. In spite of this, however, and the difficulty of transplanting such a large ureter, his convalescence ran a perfectly normal course without abdominal distension and with only a slight rise of temperature on the second day. He can now hold his urine three to four hours by day and is not disturbed at night. His bladder and prostate have ceased to give any trouble, except that he occasionally passes a little mucopus per urethram. His general condition has improved out of all recognition, and the swelling in the prostatic region has completely disappeared, and bevond a slight feeling of lessened resistance over a small area in the centre, it feels as if it had become fibrotic.
His blood urea before operation was 24 mgm. %, and three weeks after 29 mgm.%, surprisingly low figures for such an extensive hydronephrosis. The pyelogram ( fig. 2 ) taken three weeks after operation, shows practically the same condition as before operation.
Cultures from the ureter taken at the time of operation revealed a B. coli infection.
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Case 2.-Transplantation of ureters followed by total aystectomy for recurrent growths of bladder. J. K., aged 53. This patient had a history of recurrent papillomata of the bladder extending over a period of seven years. Originally his bladder was opened by the suprapubic route and a large growth removed by another surgeon, since when he had been repeatedly treated through the cystoscope for recurrent growths.
The final condition when I first saw him was constant heematuria and strangury, and a catheter drew off almost pure pus. After two weeks of washing out through a tied-in catheter cystoscopy revealed a bladder which seemed to be lined throughout with granulation tissue, with large patches of adherent phosphates, and it was almost impossible to say how much of this condition was chronic inflammation and how much due to growth. As his condition was unbearable I decided that total cystectomy gave him the only chance of relief. Bilateral simultaneous transplantation of the ureters into the sigmoid colon was followed by a febrile convalescence and considerable abdominal distension. At no time was he really seriously ill, and he never at any time complained of pain in the loin, nor was there any tenderness suggesting renal infection, but as the kidneys were infected before operation (culture taken from the ureters at operation gave a free growth of Proteus bacilluis) it is possible that this played somle part in causing his pyrexia. Undoubtedly the miajor cause was the infection of his bladder, the washouts of wNhich w-ere inaidvertently discontinued for ten days after his operation, and his temperature iimmediately reacted to a tied-in catheter and bladder washes.
Four weeks after transplantation of the ureters total cystectomy wN-as done successfully, and a very difficult operation it was owing to extensive inflamnmatory adhesions outside the bladder. An interesting point was revealed in that, since the ureter had been transplante(d the sigmoid colon and rectumn had ulndergone considerable 1IG. 4. Cos' 2, after operation. Some dilatation of both pelx-es an (I ureters. dilatation, certainly three times the normiial, and when the bladder was removed the dilated rectuim bultged into the space that w%as left and partly filled it.
The patient caIn now hold urine by the rectum for four hours by day and is undisturbed at night.
Blood urea before operation was 20 mgm. %, and three weeks after 25 mgm. %.
The pyelograms taken before operation showed dilatation of the lower third of both ureters ( fig. 3) , and poor excretion from both kidneys.
Pyelograms three weeks after transplantation ( fig. 4) show a far better excretion and moderate dilatation of the pelves of the kidneys and both ureters. W. L., aged 46. Seven years previouslv, following a difficult and instrumental delivery of her fifth child, she developed a vesico-vaginal fistula, and despite two attempts in 1933 and 1935 by her gyncecologist to cure it she remained with a rigid opening in the anterior vaginal w-all through which twN-o fingers could be easily passed into the bladder.
After operationi, except for some slight abdominal distension an(1 telnderness in the right iliac fossa, her conivalescenice rani a perfectly normal colurse, and on no occasion did she complain of pain in either loin.
She can now hold her urine for three and a half to four hours by day and occasionally passes it once at night, anid is natuirally (lelighted with the result.
Blood urea before operation w-as 23 )Mgm.% . Three weeks after it wras 2) mgm.%°.
The pvelograms before operation ( fig. 5) show-normiial excretion fromii both kidneys.
Those takeni three weeks later ( fig. 6 ) show ioderate dilatation of the ureters and the pelves of the kidney of abouit the same degree as the so-called " fuinictional dilatation " -hich is ofteni present dluring pregnancy.
11IG. 5.-Cas, 3. Before operatioin.
The technique( employed in these three cases was ca mondification of Coffey's operation, which I designed and have use(l for the past ten years or so, and which I first published before this Section in mv Presidential Address three years ago (Proceeditngs, 1936, 30, 137 Sect. Iirol., 1). In all cases both uireters wiere transplanted at the same time. A piece of soft rubber catheter 6 in. in length w-hich snugly fits the ureter is passed up its divided end for about 3 in., 3 in. being left projecting from its end. This is passed w-ith the ureter through the opening in the mucous membrane into the bowel, is left in situi whilst the anastomosis is made, and is afterwards manipulated out of the ureter so that it lies free in the lumen of the bowel, from wNhich it is passed during the suieceeding two or three days. Its object is to prevent obstruetion of the ureter during the anastomosis by too-tight sewing of the bowel wall over it. There is a natural tendency to do this in one's anxiety to make a watertight junction, and this little manceuvre effectively prevents it. If the ureter is considerably dilated there is no necessity to employ it as there is little fear in those cases of obstructing the duct; but in all cases in which the ureter is of normal size, or only slightly dilated, I now use it and am pleased with the results obtained. It allows also for the subsequent swelling and cedema around the anastomosis, and the fact that urine begins to pass within a few hours of operation and continues to do so freely is proof of its effectiveness.
I do not like the Mayo catgut guide because this may act as a guide to infection upwards just as easily as a guide to the urine downwards.
The pyelograms of all these cases show the initial dilatation of the pelvis of the kidney and ureter, which in my experience usually-but not invariably-follows transplantation. As a general rule this improves month by month until in many cases it reaches practically normal proportions. In a number of cases the dilatation remains but renal function is not impaired. Very occasionally dilatation is progressive and renal impairment gradually takes place.
The dilatation may be caused by infection, obstruction, or interference with the normal neuromuscular mechanism of the ureter. Probably all three factors play a part. In two of these cases there was frank infection of the kidneys before operation. In the other (vesico-vaginal fistula) I am not sure, as I forgot to take a culture from the ureter at the time of operation.
With regard to obstruction: There must, of course, be a relative obstruction because the normal mobile, contractile opening into the bladder is replaced by a rigid one as it passes through the wall of the bowel. For a week or ten days after operation there is an additional obstruction caused by inflammatory swelling at the site of implantation.
I also believe that alteration in the peristaltic wave of the ureter is an important factor. Usually this wave passes down the ureter and is continued right through to its opening in the bladder. After transplantation this wave is almost certainly interrupted at the point at which the ureter enters the bowel.
Case 1 illustrates very clearly the change in outlook which has arisen as a result of an extended experience in ureteral transplantation. Fear of the consequence to the kidney has been replaced by faith in the effectiveness and safety ofthe operation. If a few years ago any surgeon had suggested transplantation of the ureter into the bowel for conservation of the function of a hydronephrotic kidney he would have been looked upon as an irresponsible fanatic; to-day the success which has followed transplantation of the ureters, often in grossly infected kidneys, and the confidence engendered by that success, has entirely changed our outlook in these otherwise hopeless cases.
Renal Purpura.-C. E. DUKES, M.D.
In certain cases of haematuria the only lesion which can be found is a small red patch on the mucous membrane of the renal pelvis. This is sometimes described as renal purpura, though the name is misleading because the condition is quite distinct from true purpura. The lesion consists of a capillary haemorrhage into the loose connective tissue beneath the epithelium of the renal pelvis. No other abnormality can be found in the kidney as a rule. Although the lesion appears so slight the haematuria may be so serious and continuous as to necessitate nephrectomy. This radical method has also sometimes been carried out under the impression that the patient had a tumour of the kidney or some other serious lesion, and it comes as an unpleasant shock to find the kidney itself perfectly normal apart from these small patches on the mucous membrane of the renal pelvis.
In contradistinction to submucous haemorrhage true purpura haemorrhagica or essential thrombocytopenia is due to a deficiency in blood-platelets. It is characterized by a purpuric rash on the skin and mucous membrane and a tendency to haomorrhages. Blood examination shows a prolonged bleeding time, a normal coagulation time, a decrease in platelets (usually below 40,000), and a certain amount of anaemia. I have recently had an opportunity of examining the urinary organs of a case of true purpura due to platelet deficiency; and I shall compare the renal lesion with that seen in simple submucous haemorrhage.
The history of the fatal case of purpura was as follows: A middle-aged woman (aged 56), suffering from carcinoma of the rectum, underwent the operation of perineal excision without any complication until the tenth day, when she suddenlv developed a purpuric rash, had extensive haematuria and haemorrhage from other mucous membranes. I carried out a complete blood examination, and this showed great prolongation of the bleeding time, normal coagulation time, reduction of platelets to below 10,000, and severe anaemia. There was no doubt about the diagnosis of essential thrombocytopenia. Inquiry revealed that she had suffered from previous attacks of a less severe nature. The renal haemorrhage continued, large clots formed in the bladder and kidney, and the patient died two days later. The post-mortem showed excessive hoemorrhages into the loose connective tissues of the renal sinus and dark patches of purpura on the mucous membrane of the renal pelvis. Bloodclots blocked both ureters. The mucosal surface of the bladder showed similar patches of purpura.
The renal lesion seen in true purpura (essential thrombocytopenia) differs from that of simple submucous haemorrhage (essential renal haematuria) in the following
